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Abstract 

Passive smoking is increasingly recognised as a public health 
hazard. Among New Zealanders who have never smoked, the 
prevalence of exposure to spousal smoking has been estimated 
to be 12.7% for men and 16.1% for women. The prevalence 
of exposure Co passive smoking in the workplace has been 
estimated to be 33.6% and 23.4% for never smoking men and 
women respectively. The pooled risk estimates from 
epidemiolbgicai studiee of the health effects of passive 
smoking were used to estimata the numbers of deaths from 
lung cancer and ischaemic heart disease attributable to paaaivs 
smoking in New Zealand in 1985. The pooled relative risk 
estimates for lung cancer mortality were 1.3 (95% confidence 
interval (Cl): 1.1*1.51 in both men and women exposed to 
paaaive smoking at home, and 2.2 (Cl 1.4*3.01 in both men and 
woman exposed to passive smoking at work. Using these 
relative risk estimates, it was calculated that 30 lung cancer 
deaths (range 11-41} were attributable to involuntary smoking 
in New Zealand in 1985. 

From pooled relative risk estimate* of ischaemic heart 
disease death of 1.3 (Cl 1.1-1.61 and 1.2 (Cl 1.1-1.41 for exposure 
to spousal smoking in men and women respectively, it was 
estimated that a further 91 ischaemic heart disease deaths 
(range: 39-177) were due to passive smoking at home. The 
number of ischaemic heart disease deaths due to pasaiva 
smoking in the workplace was even higher, at 152 (range: 
62-2241. assuming relative risks of 2.3 (Cl 1.4-3.4} and 1.9 (Cl 
1.4-2.5) for men and women respectively. 

The total number of deaths due to passive smoking from 
lung cancer and ischaemic heart disease was therefore 
estimated to be 273 par year (range: 112-442). 


vz u* ijmk tw was 

Introduction 

Recant reviews have concluded that exposure to passive 
smoking is harmful to health li-ej. The effect# of paaaive 
smoking on health have been reported to include acuta effect#, 
such as exacerbation of asthma and angina, as well as chronic 
effect# such as the increased risk of upper and lower airways 
infection in children and the increased risk of lung cancer in 
adults Hi 

The association of hing cancer with passive smoking appear 
to satisfy epidemiological Criteria of causality (6,*v To data 13 
studies have been completed in six countries. 10 of which have 
reported a positive association between Jung cancer and 
pasaiva smoking ft). Three studies have failed to show an 
association p-tt but in each study the precision of the effect 
estimates was such that an increased risk could not be ruled 
exit. Publication bias, is, bias which occurs when papers with 
nonsignificant results are either not submitted or accepted for 


publication, has been put forward as an explanation for the 
association between passive smoking and lung cancer |ioj. 
However, this claim has been criticised and discredited |ii|. 
More recently, evidence has begun to accumulate which 
implicates passive smoking in the development of ischaemic 
heart disease u 2 iAU 

Passive smoking is therefore a potentially important public 
health problem in New Zetlhnd. and it is desirable to assess 
the magnitude of the problem. Taking the relative risk 
estimates reported in epidemiological studies and'applying 
them to estimates of the proportion of the New Zealand 
population exposed to passive smoking, we have made a 
preliminary estimate of the impact of pasaive smoking on the 
health of nonsmokers. 

We here report estimates of the numbers of deaths from lung 
cancer and ischaemic heart disease attributable to prolonged 
exposure to pasaive smoking in New Zealand m 1985: The 
evidence of excess deaths from other causes - is. cancers of 
sites other than the lungs, and chronic respiratory disease- 
due to passive smoking is more tenuous (7L Death from these 
causes has therefore not been considered here. 

Statistical mathoda 

The proportion of daath* from ■ particular dueiae attributable to a 
specific arpoaure is known as the population attributable rule (also 
referred to as tha aetiolbpc fraction). 

If p i* the proportion of the general population exposed to tha nak 
factor (in this case involuntary smoking) and Rft is the relative n*K 
of dying of the disease in exposed versus ooocxpossd individual*, then 
the population attributable risk i* given by (lit 

PAR - p<RB - 1) 
p<RR -114-1 

This measure baa bean used in many previous studies, including 
two studiee which estimated the p r o por t ion of deer ha in New Zealand 
attributable to active smoking 11 ai tj. as weii as in a Canadian study 
which estimated tha proportion of lung canoe deaths attributable to 
passive smoking (HJ 

In the currant study, the relative risk estimates from overseas 
studies were applied to New Zealand data oc peaav* smoking 
exposure, and the derived population attributable hake were thee 
applied to hang ranrer and ischaemic h ea rt . rH— eee deaths in 1965 
among persona who had never smoked fiat The population 
attributable naka and deaths attributable to passive smoking ts» 
estimated separately for men and women, and far exposure at horns 
and at work 

Estimation of exposure to peeatve smoking 
Fatima boa of exposure to pasaive smoking at boms: 

Estimates of the prevalence of exposure of never smokers to 
passive smoking at home were obtained from the Auckland 
heart study (Work in progress). The study found that 12.7% 
of never smoking men and 16.1% of never smokin g women 
aged 35-64 years in Auckland in 1987-88 were expoaad to 
paaaive smoking in their homes. These figures are not limited 
to exposure to spousal smoking, but include exposure to all 


Source: https://www.industrydocuments.ucsf.edu/docs/ylpxOOOO 
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ocher sources of pusiv* smoking within the household. On 
the other hind these figures ire likely to underestimate ch# 
effect* of long term exposure to spousal smoking, since we 
have not txxen account of never smokers who have been 
previously exposed to passive smoking, but are currently 
widowed: separated, divorced, or living with examokefi 
Estimation of rxpoeur* to passive smoking lb the workpiece: 
The prevaience of exposure to passive smoking in the 
workplace was also obtained from the Auckland heart study. 
In this study. 33.6% and 23.4% of never smoking man and 
women, aged 35-64 years m Auckland in 1987*88. were exposed 
to passive smoking u wont A recant random taiephoD# survey 
of the Wellington region reported that the proportion of 
nonsmoken exposed to passive smoking m the workplace may 
be even higher, reaching up to 80% (19U However a significant 
proportion of the respondents reported that most of their 
exposure occurred during tea and lunch breaks. Therefore w* 
adopted the more conservative prevaience estimates. 

Estimation of relative risks asaociatad with axposura 
to passiva smoking 

Estimation of the relative nek of lung cancer doe to passive 
* mo king at home: The relative nsk of dying of lung cancers 
in never smokers exposed to spousal 1 smoking was obtained 
from the pooled results of 10 case control studies and two 
prospective studies (20|. The relative nsk of lung cancar 
mortality in women who baa never smoked end who were 
mimic to ever smokers, weighted by the Mental*Heeaixa4 
procedure, waa 1.3 (95% confidence interval! 1-1-1-51 (»t 
There have been few studies ci lung cancer among men who 
have never smoked. We have assumed, as others have done 
(SU that the relative nsk of lung cancer in never smoking mac 
mamed to ever smoking women is the same as for never 
smoking women mamed to ever smoking men (Table 1). 

Table t. — EetJ metes of relative n** of dee the from km? cancer end 
iecfteemic heart disease due to sewuve emoking (3B% confluence 
interveil __ 

Disease Relative r_ia from Relative nsk from 


expoeure *1 Some axpoeure at work 

Mec Women Mon Woman 


Ischaemic heart 

1.3 

(1.1*1.5) 

1.3 

•‘1.1*1.51 

2.2 

(1.4-3.0) 

2.2 

I1L4-3.0) 

disease 

1.3 

(1.1-1.6) 

1.2 

<1.1*1141 

2.3 

(1:4*341 

19 

(1.4-2.51 


Estimation of the relative rise of long cancer due to passive 
smoking in the workplace: The elevated lung cancar risk from 
pajsive smoking has been well established: but few studies 
have specifically examined nak* from workplace exposures. 
Thus instead of using direct a urn a tea. the relative nak for 
lung cancer death from exposure to pasaiv* smoking in the 
workplace was estimated via an expoeure response 
relationship derived by Rapace and Lowrey (f.21l They 
estimated that the degree of exposure to passive smoking at 
home, at work, and at both sites, corresponded to respective 
daily inhalation of 0.45. 1.82 and 2.27 mg of the particulate 
phase of ambient tobacco smoke m According to this mortal, 
expoeure to paaeiva smoking at work should result in a higher 
nsk for lung cancar than expoeure at home, Baaed as the 
relative nak aeumate of 1.3 for borne expoeure (Table 11 the 
relative nak of hug cancer in persona iTpnoarl to paaarve 
smoking in the workplace waa estimated to be 1 + 
♦0.3 x 1.82/0.45). yielding a relative risk unman of 2.2 {range: 
L4-3.0) (Table 1). Thia estimate ta consistent with tbe relative 
nak o 4 3.3 (96% eonfirtanca interval; 1.010.51 far owe coakei 
exposed eo passive smoking at work reported by Rabat and 
Wynder tat in one of tbe few atudiee that has dletingtumhad 
expoeure at wor k trom expoeure at homo. Htwe, we have 
adopted tbe more conservative eetimate of 2.2 (Table 1L 
EethmaOoe of the relative rwk a i iecheeak heart rfl i w death 
to pae^ve w woktog ix heez mc The eeomatee for the relative 
of isc heemr been disease death m never endear* opoed 
to spousal caokmc were obtained from Weils' pooled imO M 


of five cohort studies and two case control studies (at The 
pooled relative nak for man exposed to spousal 
weighted by the MantaLHeeasxsi procedure, waa 1J (CL 
X.1-1.61: and tbs c o r respon ding esumats for woman was L.2 

(CL l.M.4Il|23k 

EeCucaaiioa of tbe relative risk of ischaemic bean disease death 
due to pasaive smoking in the workpiece: There u at present 
scant data 00 the relative nsk of ischaemic haart 
due to passive smoking in the workplace. The study by 
Svendsen et ai (131 based on data from the MRFIT tnaL 
rrportsd that the relative nsk of coronary heart disease death 
in men exposed to coworkers smoke compared with men 
whose coworxcrs did not smoke, was 2.6 |i3t However, the 
nsk esumats was imprecise iCI: 0,5*12.7: p-0:23l. and in 
addition, the MRFIT tnoi involved mec who were at high nsk 
of coronary heart disease at entry, 

Nevertheiase. a higher value for the relative nsk of ischaemic 
heart disease deeth from exposure to passive smoking in the 
workplace compared to tbs home is consistent with Use greater 
prevalence and intensity of axpoaure obtained in tbs former 
setting |*l Using tbe seme assumptions as in our cakniation 
of the relative nsk of lung cancer from passive smoking in the 
workpiece, we eetimsted that the mauve nsk of ischasmic 
heart death from pasaive smoking in the workplace 

waa 2.3 irangw: 1.4*3.4) for man end 1.9 (range: 1.4-2^5) for 
woman, respectively (Table 1 )j 

Estimation of deaths due to passive smoking 
There art a considerable number of uncertainties in tbe 
estimation of deaths due to passive smoking m New Zealand! 
"These relate to uncertainties in the number of deaths in never 
smokers, the prevalence of expoeure to passive smoking, and 
the relative risks due to passive smoking. The main 
uncertainty stems from the relative risk estimates. 
Accordingly, to provide a range of plausible values for the 
population attributable risks, the 95% confidence interval for 
the reiauve nsk estimates (Table 1) have been used and tbe 
other estimates have been regarded as fixed. Ranges have also 
been provided for the estimates of the number of deaths m 
never smokers (Tables 2-5) in order to give an indication of 
their preojaoc. but those ranges have not been usadm further 
calculation*. 

Estimation of lung cancer deaths attributable to passive 
smoking at homo: In 1985 there were 1197 lung cancer deaths 
in New Zsaiknd {u|-866 in man and 331 in woman. It woe 
estimated from the cancer registry data that 8% of these 
death* occurred in never smokers (Z4i Therefore 69 male lung 
cancer death*, and 28 female lung cancer death* occurred in 
never smokers (Table 2). 


TaWe 2. — Estimated number of SeerOw from Hjrvg cancer rrmbutato*# 
to 0 — r -e expoeure to ipr* we* urvoer in Met* Zee tend in 1M. br* ee* 


Total no of hmg cancer deaths 
% of people who had never 
No of lung cancar deaths m 
woo had never Tmnksri 
Prwaieec* of niw smokers 
txpoeed to spousal smoking 
Raiaove nak o 4 King rancor f< 
expoeure u> spousal aanpoe 

(Cl) 

PAR spousal 
(range* 

N o ai hmg 
never smoker* att ributab l e to 


&W 

8% 


331 

8 % 


69 

28 

12.7% 

18.1% 

1.3 

1.3 

a.M.5) 

(1.1*1.51 

3.7% 

4.6% 

I1.W.0%| 

(1.5*7.5%I 

3 

1 

11-41 

(0*21 


PAR-popuiarioa asxribertehlS nsk 

Th» p op iil« t a n p aanteuhi* naka on to ba 3.7% 

UM.0%) (or atm. and 4.8% (ran** 1.6-7.5%» Ur 
»on>a«i ITaUa 3k Tha raabn of lun* cancar m togj 

am^tahi. to paa-T. 

r i! 1 ? * ** 1 “ hrr * 6—1 3 lr * n «* 1-4) for mao and l <rmn*« 

0-2) for *oa«. (mo* a tocai <rf 4 l^|. 


Source: https://www.industrydocuments.ucsf.edu/docs/ylpxOOOO 
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Eatimatioo of lung cancer death* attributable to passive 
isoking in the workplace: Assuming a relative nsk of 2.2. the 
population attributable nak for lung cancer deaths due to 
passive smoking in the workplace is 28.7% (range; 11.8*40.2%) 
for men. and 21.9% (range: 8.6*31.9%! for women (Table 3K 
The number of lung cancer deaths in never amokers 
attributable to paasive smoking m the workplace is therefore 
estimated to hive baen 20 (range: 8*28) for men. and 6 (range 
2*7) for women, giving a total of 26 (range: 10-35! (Table 3). 

The total annual number of lung cancer deaths attributable 
to passive smoking is thus estimated to have been 30 (range: 
X 1*4IV. of which 87% it attributable to exposure to the 
workplace. 


Table 3 - Estimated number o< deaths from tuny cancer attributable 
to passive smoking injha work place m Mew Zealand. 1W6. by hi 



Men 

Women 

No of lung cancer deaths in never 

amokers 

69 

26 

Prevalence of exposure to passive 

smoking in never amokers who work 

33.6% 

23 4% 

Releuve nsk of lung cancer for 

exposure to passive smoking et work 

2.2 

2 2 

iCl) 

11.4-3.0) 

11.4-3.0) 

PAR. work expoeure 

28.7% 

21.9% 

(range) 

Ul.M0.2%» 

(86*319% 

No lung cancer dee the in never 
smoken ettnbytabie to passive 

smoking at work 

20 

6 

(range) 

(8-28) 

12-7) 


FAR - popuiauoo attributable nak 


Deaths from ischaemic heart disease attributable to pasajve 
smoking at home: Date on the proportion of ischaemic heart 
disease deaths occurring in never smokers in New Zealand 
were not available. We estimated this proportion by applying 
the relative risks of ischaemic heart disease death - obtained 
from the cohort study by Doll and Peco |W. 2 €)-for each 
category of smoking (never smoked., txamoker. smoking 
between 1-14. 15-24. and over 25 cigarette* per day) to the 
proportions of New Zealanders aged over 25 years in each 
category, based on the 1981 census data \ni The proportions 
of never smokers among ischaemic heart deaths were then 
calculated as the percentage of all ischaemic heart disease 
deaths that would be expected to occur, based oo thee* relative 
nsks, it was thus estimated that 32.3% and <2.0% of 
ischaemic heart disease deaths occur in male and female never 
smokers, respectively. These figure* are in close agreement 
with unpublished data from a coronary heart disease register 
in Auckland (Jackson R; work in progress). 

The population attributable risks for iyhaemir heart dis ease 
deaths in persons exposed to spousal smoke were estimated 
to be 3.7% (range: 1.3-7.1%) in men, and 3.1% (1.6-6.1%I in 
women (Table 4). The number of ischaemic heart disease 
death* attributable to passive smoking in the home is 
estimated to have been 51 (range: 18-971 in men. and <0 (range: 
21-80) in women, a total of 91 deaths (range: 39-1771. 


Table 4. - Ertimrred number of berths from ischaemic Seen disease 
attributable to peewve expoeure to spousal smoking In Now Zealand. 
7N6. by see 


Men 

Women 

Total bo -if deaths from (HD 

4234 

3106 

% of who bed oever smoked 

32.3% 

42.0% 

No of p*o$i!e who bad never smoked 

1366 

130S 

Prevalence of ixpoeure to spousal 
amoks among mamed oever smokers 

12.7% 

19.1% 

Relative nek of IHD for expoeure 
to spousal amoks 

1.1 

1.2 

(Cl) 

UH-1.6): 

a. 1-1,4} 

PAR. tpoussi amoks 

3.7% 

3.1% 

(range) 

U.3-7.1%1 

a.66.1%) 

No of IHD dseths in never smokers 
ettnbutabk to apousai smoking 

51 

40 

(range) 

(18-97) 

(21-80) 


FAR * popuiauoo attributable nek. IHD • lecbaaauc heart diwu* 


Deaths from ischaemic heart disease attributable to passive 
smoking in the workplace: Since the nsk of ischaemic heart 
disease from active smoking diminishes rapidly after cessation 
of'smoking, it was assumed that the nsk of ischaemic heart 
disease death from exposure to paajive smoking in the 
workplace would similar)y decline after withdrawal from the 
workforce. Furthermore, the estimates of workplace exposure 
used in this study (Tables 3 and 5) were based on date for 
Aucklanders aged 35-64 years. Thus, conservative estimates 
of ischaemic Kean disease deaths due to exposure to passive 
smoking in the workplace were derived from the number of 
ischaemic heart disease deaths which occurred among those 
of working age. it. those aged under 65 years lb this age group 
there were 1276 deaths m men and 366 in women in 1985 nsji 
(Table 5). 


Table ft - Estimated number of d— the from ecKwmx hoen ftoewe 
attributable io paeaivf smoking m the workpiece in how Zealand 



Men 

Women 

Totej number of ischaemic heart 
disease deaths in people aged 
<65 years 

1276 

366 

% of people who bed never smoked 

32.3% 

42 0% 

Number of ischaemic heart disease 
deaths in oever amokers aged 
< 65 years 

412 

154 

Prevalence of expoeure to passive 
smoking uj never smokers who work 

33.6% 

23 4% 

Relative nsk of ischaemic heart 
disease from exposure to passive 
smoking in the workpiece 

2.3 

1.9 

(Cl) 

(1.4-3:41! 

(1.4-2.5) 

PAR. workplace exposure 

30 4% 

17 4% 

(range) 

(11.8-44.6%) 

(8.6-26 0%) 

No of ischaemic heart disease deaths 
is never smokers attributable to 
smoking in the workplace 

125 

27 

(range/ 

(49-184) 

f 13-40) 


PAR - population attributable nsk 

The population attributable risks for deaths from ischaemic 
heart disease due to passive smoking in the workplace, 
assuming relative nak* of 2.3 for men and 1.9 for women, were 
30 4% (range: 11.8-4-4.6%) in ocxl and 17.4% (range 8.6-26. 0%\ 
in women. These yielded estimates of 125 (range: 49-184) 
ischaemic heart disease deaths in men. and 27 (range: 13-40) 
deaths m women, a total of 152 deaths (range: 62-224! (Tahle 51. 
Discussion 

The estimated total of 30 lung cancer deaths attributable to 
passive smoking represents 2.5% of all lung cancer deaths in 
1985. and 31.6% of lung cancer deaths in thoee who had never 
smoked These results are similar to previous estimates for 
USA (•{ and Canada (SJ. Repace and Loerrey estimated that 
passive smoking was responsible for 5% of the total annual 
lung cancer deaths, and 30% of the lung cancer deaths in never 
smokers in the USA |ej. Wigle and Collishaw estimated that 
in Canade passive smoking was responsible for 2.3% of the 
total annual lung cancer deaths, and 51% of King cancer deaths 
in never smokers ffipi 

It is esti m ate d that 243 deaths from ischaemic heart disease 
occurred in 1985 due to passive smoking This represents 3.3% 
of all iscbsemic heart disease deaths, and 9.1% of ischaemic 
heart disease deaths in never smokers. The total number of 
deaths in New Zealand is 1985 from lung raner and ischaemic 
heart disease due to passive smoking was estimated to have 
been 273 (range. 112*442). of which 65.2% was attributable 
to axpoeura in the workplac* (Table 6). 

As w« have stressed throughout, there are a number of 
uncertainties in these calculations, and the total of 273 deaths 
per year from lung cancer and ischaemic heart disease due to 
passive smoking should be regarded as only a preliminary 
estimate. Nevertheless it doe* indicate the likely magnitude 
of the mortality due to passive smoking in New Zealand. The 
findings of this study will need to be revised as more accurate 
data particularly on the relative risks of diseases due to 
workplace expoeure to passive smoking, become available. 


Source: https://www.industrydocuments.ucsf.edu/docs/ylpxOOOO 
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However there are a number of reasons to suggest that the 
figures presented here are underestimates. Firstly, we have 
not considered the numbers of deaths attributable to passive 
smoking in two groups of nonsmokers: (l) never smokers who 
are not currently exposed to passive smoking at home land 
m the case of ischaemic heart diseasrcases. at work)* budrho 
have been exposed in the past, and (2} exsmokers currently 
exposed to passive smoking Secondly, we have not considered 
exposure to passive smoking in situations other than at boot 
or at work, nor the impact of passive exposure to pipe or cigar 
smoking Thirdly, we have not made adjustments to the 
relative risks for possible rrusclassification of exposures. In 
studies which have corrected for these biases [23.2*1. the net 
effect of the adjustment was to raise the relative risk 
estimates. Fourthly, wt have not attempted to estimate the 
numbers of deaths from cancers of sites other than the lungs. 
Based on three cohort and two case control studies. Wells 
estimated that the relative nsk of cancers other than the hugs 
in never smoking women ex p osed to passive smoking was 1.16 
<95** confidence limits: 1.06-1.27HMl. Excess cancers were 
observed for cancers of the breast, cervix, brain, paranasal 
sinuses and endocrine glands |23|. Although these studies 
have been criticised for their failure to control for risk factors 
known to be associated with cancers of these sites [2t it is 
nevertheless likely that at least some deaths from these cancer 
types are attributable to passive smoking. Finally, wt.havt 
not'attempted to estimate the numbers of pneumonia deaths 
attributable to passive smoking in childhood, nor the increased 
numbers of pennatal deaths associated with smoking during 
pregnancy 

Despiu the uncertainties in the estimates presented here, 
they nevertheless suggest that passive smoking is a major 
public health problem in New Zealand. Although a more 
precise estimate of the number of deaths due to passive 
smoking must twait further studies, there is s dear case for 
taking action on current evidence The protection of the bealth 
of nonsmokers, particularly in the workplace and in enclosed 
public places, must be given priority as an issue of 
environmental health protection. It is encouraging that the 
necessary regulatory actions art beginning to occur. 
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Congenital long QT syndrome in adults 

Ian G Crosier MD. FRACP. Cerdlbteglet; Annamarik toughnan BSc. Cardiac Technician. Leslie J Dow BSc. 
Cardiac Technician; Clive J S Low MB. ChB. Cardlologv Registrar: Hamid Ikram MO. FRCP. CerdioibgiBt. 
Department of Cardiol6gy. Rrinceee Margaret Hospital. Christchurch 


Abstract 

A family with the Romano-Ward syndrome is presented This 
family showed typical features of this syndrome with QT 
prolongation, torsades de points* ventricular tachycardia, 
sudden death and an autoaomai dominant inheritance pattern. 
The index case presented with an exacerbation of torsade* de 
points* ventricular tachycardia from diuretic induced 
hypokaJaemix and responded to diuretic withdrawal and beta 
blocker therapy. 
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Introduction 

Abnormalities of ventricular repolarisation predispose the 
heart to ventricular arrhythmias, typically polymorphic 
ventricular tachycardia (torsades de pointesl Abnormal 1 
repolansation is typically represented on the surface 
electrocardiogram by QT interval prolongation. However T 


or U wave abnormalities may also reflect abnormal 1 
repolansation. Abnormal repolansation is usually acquired 
due to cardiec injury, metabolic derangement or drugs. Rarely, 
abnormal repolansation is congenital and may occur either 
sporadically or as an autosomal recasaive or dominant 
condition; 

We present a family with autosomal dominant QT 
prolongation and torsades de points* ventricular tachycardia 

The patient 

The i2>d4i case was ■ 44 y*v old ftmxU with • lift long history ci 
ayncop* which *u usually precipiutsd by «x«ruoo or unotioeaJ 
»wn» Thrwk months pnor to kmimoc ah* «u ctat&menc«d o* 
cyclop*othiaxjd* 0.5 tng daily far brpw-utsaioo. Sine* comm*oc*m*ei 
of: cy clop* nt hi arid* »h* rrportad th*i th* syocopaJ vpisodc* b*cao* 
nor* fr*gu*ot and prolonged, During oo* rpi*od* ib* was ob«*rv*d 
by her husband to b* pal* and puiseles* SB* had oo other iigruhcast 
past hi*tony, and *u oo do other cowLciuon* On admissioe u* 
hospital *h* wa* anxious but otbarwis* w*U_ Blood preisurv ■* 
140 80 sunHg and general exaaupatioe normal R**uag rhythm MCV 


Source: https://www.industrydocuments.ucsf.edu/docs/ylpxOOOO 
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